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REMEMBER THIS TERM? 
Meds 


You undoubtedly recognize it 


even if you did not practice medicine back in 1876, 
when herbs were used for most ailments of man and beast— 
and Eli Lilly and Company had just begun. 
Now, chemotherapy and antibiotics 
have made the use of most herbs as inappropriate to the times 
as driving a surrey with a fringe on the top. 
Although some vegetable drugs, such as digitalis, 
are still with us, in most instances their refinement into crystalline form 
has brought the reliability of effect you can expect— 
when you specify Lilly. 
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more effective 
against 


e,°0@ 
tinea capitis 
“More effective in ringworm 


of the scalp than any other 
topical agent.”” 


* * 
tinea pedis 
In “athlete’s foot” a 


combined cured and improved 
rate of 95% has been obtained. 


Also indicated in 
tinea corporis 
tinea cruris 
tinea versicolor “broad antifungal spectrum 


tinea of the nails 
--.good cutaneous tolerance.’” 


Ast OD iijhcchinit 
5% tincture ... ointment ... powder... ’ rj 
sprayed, applied with cotton or dusted on Roche 


1. Stritzler, C.; Fishman, I. M., and Laurens, S.: 
Transactions New York Acad. Sc., 13:31, Nov., 1950. 
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ASTEROL DINYDROCHLORIDE ‘ROCHE'—BRAND OF DIAMTHAZOLE DINYDROCHLORIDE 
(e-oimetHyLamino-6-(p-DIETHYLAMINO ETHOXY)-BENZOTHIAZOLE DIMYDROCHLORIDEL 
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LOW SALT SYNDROME 


In these days when we are prone to re- 
strict sodium chloride, very frequently, in 
congestive heart failure and hypertension, 
we are apt to forget that there exists the 
canger of sodium chloride depletion. While 
this syndrome has been recognized by 
clinicians for some time, it has not occurred 
with anywhere near the frequency it does 
occur at the present time. We have re- 
cognized the loss of salt in excess of water, 
in prolonged gastrointestinal fluid losses, in 
drenal cortical insufficiency, diabetic aci- 
djosis, etc. However, we who practice in the 
Southwest have an additional factor, and 
‘hat is excess sweating. 

Industrial physicians have recognized for 
many years that salt depletion takes place 
with excess sweating, even though adequate 
water is consumed. It has been known for a 
considerable period of time that sodium 
chloride must be added if the syndrome of 
salt depletion is to be avoided with excess 
sweating. 


SUMMER MONTHS 


During the summer months, especially if 
the heat is accompanied by increased humid- 
ity, our hypertensive or cardiac patient on a 
low sodium diet will perspire, and as he 
perspires he develops a syndrome which may 
be fulminating. Henry A. Schroeder has 
described twenty-one patients with the low 
salt syndrome, ten of whom died, and eleven 
recovered.‘ 

It is noteworthy that the majority of 
these patients were treated with mercurial 
diuretics, but at the present time we have an 
added therapeutic agent, namely the cation 
exchange resins which may well tend to in- 
crease to some degree the danger of deple- 
tion. The mechanism by which the lowered 
electrolytes contribute to renal insufficiency 
is unknown. Theoretically, if adequate water 
is available, and plasma is being filtered by 
the glomureli, normal kidneys should be able 
to excrete water and retain salt until the 
electrolyte balance is restored. It may be that 
the low salt syndrome can only occur with 
renal disease or with a renal functional dis- 
turbance. However, at this time this ques- 
tion cannot be adequately answered. 


NECESSARY ALTERATIONS 


It behooves each and every physician in 
the Southwest, especially during the hot, 
humid months, to keep in mind the possibility 


(1) J.A.M.A, 141:117-124, Sept. 10, 1949. 


of salt-depletion in his cardiac and hyper- 
tensive patients, and to make necessary al- 
terations in his scheme of therapy to avoid 
this severe syndrome. We should remember 
that there is little difference between the 
clinical picture of acidosis and that of al- 
kalosis. 


Both acidosis and alkalosis may intensify 
anorexia, nausea, and vomiting, but this 
same vicious circle is seen in salt depletion 
dehydration due to excess sweating when 
there is no distortion of the acid base equi- 
librium. For this reason, constant observa- 
tion is necessary throughout these humid 
months, if we are to avoid the terminal 
stages of salt depletion in which death may 
well occur from peripheral circulatory col- 
lapse. 





RHEUMATIC FEVER 


That ascorbic acid possesses antirheumatic 
properties is suggested by B. F. Massell and 
co-workers* (New England J. M. 242:614, 
1950) who observed considerable improve- 
ment in seven children with rheumatic fever 
following institution of massive vitamin C 
therapy. Patients were given 1 Gm. ascorbic 
acid orally 4 times a day for eight to twenty- 
six days. No untoward reactions occurred 
but the need for additional toxicity studies 
is stressed. When large doses are required, 
physicians may prescribe vitamin C as: 


Tabs. Ascorbic Acid #100 


aa 250 mg. 
Sig: As directed. 


*Dept. Pediatrics, Harvard Med. School, Children's Med. Center, 
and Rheumatic Fever Div., North Reading State San. 





ACTH — CORTISONE 
Physiology Of The Pituitary-Adrenal System 
Russell, J.A., Bull. N. Y. Acad. Med. 
26:240, 1950 


ACTH and cortisone influence salt and 
water balance, increase nitrogen and uric acid 
excretion, increase deposition of glycogen in 
the liver, exert pronounced effect on lymphoid 
and mesenchymal tissue, and are related to 
resistance and stress. It is apparent from 
present investigations that adrenal hormone 
secretion is not an all-or-none process, but 
constitutes a very responsive system capable 
of producing large amounts of cortical hor- 
mone on physiologic demand. 
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NEW MEXICO CONSIDERS 
PUBLIC RELATIONS PROGRAM 


An enlarged program of public relations 
for the New Mexico State Medical Society 
was the main topic of discussion June 30 
when the society’s public relations’ commit- 
tee met at the home of Dr. I. J. Marshall in 
Roswell. 


The committee, which is headed by Dr. 
R. C. Derbyshire of Santa Fe, discussed fully 
a program of public relations suggested by 
Mr. Evans Edwards, public relations director 
for the Colorado State Medical Society. Dr. 
Derbyshire urged that portions of Mr. Ed- 
wards’ plan be put into effect this year. His 
proposal was met by full approval from com- 
mittee members. 


The program will be concentrated mainly 
at the county society level. Among policies 





adopted, some of which are already in oper- 
ation in several counties, were emergency) 
medical service, organization of woman’s aux- 
iliaries, average fee schedules, speakers’ bu- 
reaus, and a greater participation in com- 
munity affairs by physicians. 

Those attending the meeting were Dr. 
Leland S. Evans of Las Cruces, president of 
the state society; Dr. Marshall, past-presi- 
dent; Dr. Derbyshire; Dr. W. D. Sedgwick 
of Las Cruces; Dr. H. W. Gillett of Loving: 
ton; Mr. Ralph Marshall, executive secretary 
of the state society; Mrs. Ralph Marshall, 
secretary; Mr. Lawrence Rember, field di- 
rector for the American Medical Association ; 
and Mr. Bob Reid of Mott and Reid Public 
Relations Firm. 





EUTHANASIA 


Banks, A. L., Bull. N. Y. Acad. Med. 
26:297, 1950 


Although the subject is presented with 
deliberate impartiality, one senses the au- 


thor’s views when he states: “. . . euthana- 
sia is most commonly advocated by healthy 
people. .. .”” But what of the hopeless, dis- 
oriented, drooling senescent? Is euthanasia 
applicable here? Mr. Banks* gives one an- 
swer by quoting Sir Wm. Blackstone: “Man- 
kind will not be reasoned out of feelings of 
humanity.” 


*Professor of Human Ecology, U. Cambridge 





MEDICAL CARE 


Why I Am In Favor Of Compulsory 
Health Insurance 


Frothingham, C., New England J. M. 
242:616, 1950 


Comprehensive medical care can not be 
provided on a voluntary basis, but can be 
assured through adoption of S. 1679. Enact- 
ment of the bill would also eliminate charity 
medicine, encourage early diagnosis, curtail 
self-diagnosis and self-medication, and pro- 
vide medical care of good quality through 
lay control in development of rules to govern 
medical practice. 


Dr, Frothingham is Chairman, Committee 
for the Nation’s Health. 


HYPERTENSION 
Veratrum Viride In The Treatment Of 
Hypertensive Vascular Disease 


Coe, W. S., et al., J.A.M.A. 143:5, 1950 


Veratrum viride therapy* failed to signi- 
ficantly lower the blood pressure of 25 ambu- 
latory hypertensive patients. Nausea and 
vomiting of sufficient severity to warrant 
discontinuance of treatment occurred in 64 
per cent of patients. 


*The preparation used in this study was supplied by Irwi 


Neisler & Co., under the trace-name “Vertavis.” 





PEDIATRICS 


Lateral Dominance 
Right- and Left-Handedness 


Bakwin, H., J. Pediat. 36:385, 1950 


Opinions vary concerning the desirabilit 
of converting left-handed children to righ'- 
handedness. Blair believes that all left-hanc - 
ed children should be trained to use the 
right hand while Eustis attempts to conve!’ 
only thcse in whom the left-handed trait 5s 
weak. The author of this paper is of the opii:- 
ion that when left-handedness is establishe:, 
conversicn should not be attempted. 


N. Y. U. — Bellevue Med. Center 
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De Kebus Medicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 





MR. EWING PLANS AGAIN 


Mr. Oscar Ewing, America’s leading so- 
ialist planner, has come up with another 
cheme to further the political fortune of the 
ureaucrats. His compulsory health insurance 
ssue having been given the cold shoulder by 
he Congress and by the people, Mr. Ewing 
1ow turns his medical attention to the aged 
veople of the country. He proposes that Con- 
zress enact a law providing for 60 days free 
iospitalization per year for all Americans 65 
years of age or over (and their dependents, 
widows, and survivors) who are entitled to 
social security cash benefits. About seven 
nillion persons will be eligible for this gov- 
ernment “‘aid’’. 

When Mr. Ewing made the announcement 
of this plan at a press conference, he was 
asked if he thought there would be opposition 
to the scheme. He said, “I can’t conceive that 
anyone with a heart could oppose this. This 
is something they (the aged) have paid for 
themselves in insurance — I can’t believe 
doctors don’t want sick people to have at- 
tention”’. 


WORST STATEMENT 


Of all the political statements on the rec- 
ord of this bureaucrat, this is the worst. Now 
anyone who opposes this socialist scheme is 
heartless, and any doctor or medical asso- 
ciation that opposes it is also opposed to sick 
people having proper care! Thus the medical 
profession, each of whom spends many years 
and much money in preparation to properly 
care for the sick, is described by this New 
York lawyer as heartless and as opposed to 
the very thing for which each has trained? 
How stupid can a politician get? 

What is actually behind this altruistic 
scheme offering free hospitalization to the 
aged at no increase in taxes? First, there are 
12.3 million people in this country aged 65 
or over. All of them are potential voters. 
Also voters are the families of these people. 
Through the normal disintegration of our 
country today, many of these families would 
like to unload their responsibilities to their 
elders onto the taxpayers. That’ makes a nice 
block of votes for 1952 — on a promise of 
“free” hospital care. Second, this plan places 
the camel’s nose of socialized medicine in the 


door of the Congress. A portion of the popu- 
lation under a partial socialized medicine 
program would be a good beginning for the 
social planners. 


MERRY-GO-ROUND 


Mr. Ewing does not include medical care 
in his hospitalization plan for the aged. Fur- 
thermore, he admits that there are not now 
enough hospital beds to guarantee that the 
promise of his plan can be carried out. Of 
course, all one has to do is to create a suffi- 
cient demand and the federal government can 
build all the hospitals necessary to do the job. 
Thus, closer and closer do we come to com- 
plete federal control. It’s a nice merry-go- 
round. Do you want to ride? 

It is to be hoped that the American people 
will be “heartless” enough to reject Mr. 
Ewing’s latest promise of Utopia. This is a 
blatant attempt to play upon the sympathy 
of the American people and thus take them 
another few steps down the road to socialism. 





OXYURIASIS 
Benadryl In Treatment Of Oxyuriasis 
Siung, O. H., Brit. Med. J. 1:822, 1950 
All but one of twenty-one children were 
rendered free of threadworm infestation by 


use of Benadryl administered as an enteric 
coated preparation. 





ANALGESICS 


The Analgesic Effect of Dromoran Hydrobromide 
In Postoperative Pain 
Keutmann, E. & Foldes, F. F., New England J. M. 
244:286, 1951 


Complete relief of postoperative pain was obtained 
in 75 per cent of patients given Dromoran*; 54.7 per 
cent in those who received morphine sulfate. Average 
duration of analgesia with Dromoran (5 mg.) was 
6.1 hours; with morphine sulfate (10 mg.), 5.8 hours. 


*A synthetic morphine analogue, supplied by 
Hoffman-LaRoche, Inc. 


U. Pittsburgh 
Clinical Clippings, May, 1951 
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RESECTION IN THE TREATMENT 
OF PULMONARY TUBERCULOSIS 


By Joseph W. Gale, M.D., Helen Dickie, M.D. and A. R. Curreri, M.D., 


University of Wisconsin, Madison 


It was eight years ago that Thornton and 
Adams' reviewed the literature and were 
able to find only 75 cases of resection for tu- 
berculosis of the lung. In this group 29 had 
pneumonectomy with a mortality of 45 per 
cent and 46 had lobectomy with a mortality 
of 25 per cent. Many of these were not cor- 
rectly diagncsed until after surgery. The ap- 
palling mortality rate, as reported in these 
cases, acted as a great deterrent to those 
who might previously have thought the oper- 
ation worthwhile. Fortunately, this depres- 
sing outlook was changed in less than three 
years. Other reports by Janes,? Maier and 
Klopstock,* Overholt et al,* Sweet,’ Bailey,® 
and Clagett and Seybold‘ provided a suf- 
ficient number of cases for comparison to 


FIGURE I. Thoracoplasty failure. Fe- 
male, age 40. Right upper lobe cavitation 
with bronchiectasis of ten years’ duration. 
Had received phrenic, pneumothorax and 
thoracoplasty. Failed to convert secretions. 
Right upper lobectomy on 6-14-46. Conver- 
sion. 


those previously reported. The results were 
much better and.the mortality had been re- 
duced by 80 per cent. 

During the past five years the popularity 
of resection has grown rapidly. Close co- 
operation between the internist, surgeon and 
anesthetist plus increased experience have 
assisted in providing and establishing a more 
sound operative treatment. Heretofore, the 
thoracic surgeon had to content himself with 
an armamentarium of operations directed at 
treating the disease in situ through rest and 
collapse. The location, duration and nature 
of the process was not always amenable to 
such procedures. As time passed, it became 
obvious that one of the greatest reasons for 
failure was that the patient was being fitted 
to an operation rather than the operation to 
the patient. An increasing number of pa- 
tients who failed to convert were accumulat- 
ing in the sanatoria. These unfortunate in- 
dividuals, although symptomatically well, 
were still infectious and a danger not only 
to themselves but to others. Thoracoplasty, 
which had been most satisfactory for perma- 
nent collapse and had proved to be highly 
efficient, frequently failed to help. However 
if. thoracoplasty is indicated it has been and 
will continue to be very vaiuable. 


FAILURES ANALYZED 


More than five years ago we began to 
analyze our failures, which seemed to be 
slowly but surely increasing. We were cha- 
grined to find that we had been guilty in 
many instances of using incorrect proce- 
dures. We decided to try to rehabilitate our 
failures through resection. Eighty consecu- 
tive resections were studied and reported.’ 
We were rather pessimistic at first but with 
increasing experience became -encouraged. 
The most common indication for resection in 
this group was thoracoplasty failure. There 
were forty-one, 51.25 per cent. (Figure I) 
In analyzing these it was obvious why thora- 
coplasty had failed. Nineteen of these had 
tuberculosis bronchiectasis, twelve had a 
high grade stenosis, making a total of 78 per 
cent who should never have had thoraco- 
plasty. The second most common indication 
was broncho stenosis, sixteen, 20 per cent. 
(Figure Il) This group would have origina!- 
ly had thoracoplasty; now we would recom- 
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TABLE NO. 1 
Duration of Conversions since Operation 


Total 
No. of 24-36 36-48 60 48-60 No. of 
Indications patients Mos. Mos. Mos. Mos. conversions 


Thoracoplasty Failure 41 14 7 5 5’. 3 
Bronchostenosis 16 10 2 15 
Bronchiectasis : 1 7 


2 
1 


1 
80 25 


8 
Lower Lobe Lesion 4 
Pneumothorax Failure 4 
Destroyed Lung 3 
jiistaken Diagnosis 3 
ension Cavity 
OTAL, Sept. 1, 1950 


OTAL, April 1, 1948. 


1 
6 66 cases 
(82.5%) 
67 cases 
(83.75%) 





mend primary resection. The third indica- 
tion was bronchiectasis, eight cases, 10 per 
cent. Here again we felt confident that re- 
section was indicated because of the high 
vercentage of failures with thoracoplasty. 

Pneumcthorax failure (Figure III), de- 
stroyed lung (Figure IV), tension cavity, 
and lower lobe lesions (Figure V and VI) 
were encountered in fifteen cases, 22.5 per 
cent. Thoracoplasty would have previously 
been rezommended for the first three of 
these conditions. 

The results in this series were revealing 


- 


FIGURE II. 
age 33. Left upper lobe cavitation and atelec- 
tasis of five years’ duration. Left upper lobe- 
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since over 50 per cent had previously re- 
ceived the most effective treatment known. 
Sixty-seven, 83.75 per cent, became non-in- 
fectious; eight, 10 per cent, remained posi- 
tive. The operative mortality was 2.5 per 
cent. A total of five were dead, 6.25 per cent. 


FIRST QUESTION 


The first question one naturally asks is, 
are these results going to stand the test of 
time? No dogmatic statement could be made 
at that time since resection was in a stage of 
development comparable to that of thoraco- 
plasty twenty-five years ago. Tuberculosis 
is a systemic disease characterized by its 
vagaries. Any treatment which promotes 
healing is of value. Operative removal of the 
predominating lesion would appear to be most 
logical, eliminating the source of spread to 
other areas and throwing the balance of re- 
sistance in favor of the host. It is difficult to 
recommend and institute new and untried 
procedures but a study of the removed lobe 
or lobes in this group of 80 resections left 
little doubt in our minds that it was a treat- 
ment of definitive nature because it suc- 
ceeded in removing the greatest amount of 
diseased tissue. 





B 


ctomy followed by thoracoplasty to prevent 
overexpansion of remaining lower lobe and 
to obliterate dead space. Conversion. 
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FIGURE III. Male, age 28. Right pneu- 
mothorax with resultant atelectasis of left 
lung of three years’ duration complicated by 
a mixed infection empyema. Pneumonec- 
tomy, left. Converted for nine months. De- 
veloped bronchopleural fistula followed by 
drainage. Intermittently positive. 


We have continued to follow these pa- 
tients even though the group is small. We 
feel that a small representative group care- 
— checked will give results of inestimable 
value. 

In succeeding years we have found that 
our indications for resection have been ex- 
tended. We are now choosing resection for 
apical tension cavities, large cavities lying 
close to the mediastinum, tuberculous bron- 
chiectasis and high grade stenosis, hilar and 
lower lobe cavities, destroyed lung, inex- 
pansible lung and tuberculoma. All of these 
indications are of course dependent upon the 
condition of the opposite lung. 


MANY RESECTIONS 


We have now performed resection in 
about 300 cases. Sufficent time has not 
elapsed to evaluate the results. The overall 
operative mortality has been five per cent. 

A complete check has been kept on the 
original 80 cases to see how the early results® 
have held up. The last follow-up was made in 
September, 1950. (Table No. I) Each pa- 
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tient reported has had at least three consecu- 
tive cultured gastric concentrate washings. 
Most have had many more many times re- 
peated. In watching this group it is interest- 
ing to see how a few of the original positive 
group have finally converted and a very few 
have returned to a positive status after being 
originally reported negative. 

83.75 per cent of the group converted 
their secretions. Sixteen months later 82.5 
per cent persisted in remaining negative. 
(Table No. 1) The patients who are dead, 
eight, are listed as to cause of death (Table 
No. 2) and the number of positive patients, 
six, are listed (Table No. 3). 





TABLE NO. 2 
Deaths 

Cause of death 
Spread to contralateral lung 
Acute glomeru!ar nephritis 
Malignant hypertension 
Respiratory and cardiac fai'ure 
(respiratory cripple) 
Coronary heart disease 
Operative mortality 
(cerebral thrombosis) 
Operative mortality 
(bronchial fistuia and putrid empyema) 
Deaths due to operative mortality 2.5 per cent 
Deaths due to various causes 7.5 per cent 
TOTAL number of deaths 10.0 per cent 


No. of cases 
2 





FIGURE IV. Destroyed lung. Female 
age 30. Multiple cavities throughout le/ 
lung, duration eight years. Pneumonectom: 
left, followed by upper thoracoplasty. Con- 
version of secretions. 
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"FIGURE v. ie lobe Seale. Male, age 
25. Multiple cavities. Right lower lobectomy 
and phrenic crush with conversion of secre- 
tions. 


STREPTOMYCIN 


Less than one-third of these patients, 
26, received streptomycin prior to operation. 
The length of this therapy varied from four 
to 180 days. Only ten received the drug for 
more than 31 days. Since then we have seen 
many patients who have received too much 
and ill-advised streptomycin therapy. Many 
of these have become fast to the drug, and 
when it was necessary on other occasions it 
has been of little value. At present we hope 
to receive more patients who have not be- 
come fast to the drug. Closer cooperation 
between the phthisiologist and surgeon will 
serve more effectively in preventing in- 
judicious use of streptomycin. P.A.S. com- 
bined with streptomycin has helped to pre- 
serve sensitivity which is of great value to 
the patient at the time of surgery. 





TABLE NO. 3 


Positive Cases 

No. of cases 

Reactivation opposite lung 2 

New cavity apex opposite lung 1 

Uiceration of bronchial stump 1 
Recurrent bronchitis remaining 

lobe operated side 1 

Failed to convert since operation 1 

2 

8 


Bronchitis opposite lu 
TOTAL 7 


10 per cent 
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SUMMARY 


The overall experience with this original 
group of eighty resected cases has been most 
gratifying. More than 50 per cent of these 
had received all the collapse possible. It had 
proved inadequate to produce the desired re- 
sult, namely conversion of the secretions. Re- 
section cannot be criticized as an ineffective 
procedure because it fails. All procedures 
have failed in the past. It is gradually being 
more universally accepted. We, as physicians, 
must always remain ready for and sympa- 
thetic to any procedure which will restore 
health to our patients. 
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- FIGURE VI. Mistaken diagnosis. Male, 
age 65. Hilar mass on right 8x8 cm. X-ray 
diagnosis carcinoma. Gastric washings ne- 
gative. Pneumonectomy, right. Lesion proved 
to be tuberculous. Patient has remained well 
for three years. 
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PRIMARY LUNG CARCINOMA 
By Delphin von Briesen, M.D., El Paso, Texas 


A study of primary bronchogenic carci- 
noma in El Paso reveals the fact that of 30 
cases located, and in which records are avail- 
able, not one has survived for a period of 
five years following his first visit to a physi- 
cian. Some of these cases have had surgery. 
Most of them were seen so late that a diag- 
nosis was obvious, and curative treatment 
futile. 

This unpleasant fact prompts a short re- 
view of methods available to us for detection 
of lung carcinomas at the earliest possible 
time, the only time at which cure is possible. 

It is exceedingly important to be suspi- 
cious of all lung lesions that do not promptly 
recover under adequate medical therapy, or 
cannot be satisfactorily explained. Some of 
the symptoms and signs most often encoun- 
tered in lung carcinomas are: (1) cough, (2) 
pain, (3) dyspnea, (4) hemoptysis ,(5) fever, 
(6) weight-loss, (7) anemia, (8) malaise, 
(9) many others, including Horner’s syn- 
drome, which is seen only in superior pulmo- 
nary sulcus tumors. Of these symptoms and 
signs the first three are commonest, cough 
by far so. 


COMMON COMPLAINT 


Cough is such a common complaint that 
it is difficult to properly evaluate, and is not 
often enough seriously considered a possible 
presenting symptom of lung malignancy. 
Usually it has been present a long time, and 
more often than not, is considered a “cigarette 
cough or a “little sinus trouble.” Just as a 
change in bowel habit warrants suspicion 
that serious colon disease exists, so a change 
in cough habit demands a thorough explora- 
tion of possible causative factors. It is worth 
repeating: that cough is the earliest and most 
common sign of lung carcinoma! No doubt 
cigarette smoking and sinus disease contrib- 
ute to chronic cough. 

Since these signs and symptoms result 
mostly from obstruction, partial at first and 
finally complete, they follow a chain-like 
pattern due to by-products of obstruction. 
Normal physiology has a great deal to do 
with the by-products. During inspiration 
the entire bronchial tree expands, during ex- 
piration it contracts. Most lung carcinomata 
manifest themselves by some evidence of 
obstruction in their very early phase. It has 
been repeatedly shown by Leo Rigler that 
X-ray signs are present in the vast majority 
of cases before symptoms occur. Three x-ray 
signs are most important, and when found 


demand enough investigation to establish 
their cause if possible. 

They are: (1) unilateral lung root or 
hilus enlargement, (2) expiratory emphy- 
sema, localized or general, (3) atelactasis, 
linear, segmental, or more widespread. Many 
other symptoms and signs result from the 
events that follow obstruction. As obstruc- 
tion increases the moment comes at which 
air can easily enter a bronchus but meets 
some resistance during exit. Expiratory 


wheezing may result and is very important 
if present. It usually is an early sign in lung 
malignancy and a late one in tuberculosis. 
Erosion sufficient to cause bloodstreaking or 
hemoptysis may occur. It is less common 
than one might think. Many do not consider 
it an early sign. 


EDEMA OCCURS 


As obstruction progresses edema occurs 
and at this point infection most often is ad- 
ded. Infection, superadded to lung carcino- 
ma is most confusing and probably leads one 
to a feeling of safety that is not warranted. 
I believe that this false security is the primary 
reason for the delay nearly always encount- 
ered in establishing a diagnosis. The simula- 
tion of pure inflammatory disease, with 
fever, leukocytosis or leukopenia, anemia, 
elevated sedimentation rate, pain, dyspnea, 
cough and malaise is a vicious enemy to early 
identity of lung neoplasms. These symptoms 
may last a long time. 

It is here that serial x-ray examinations 
are most important, a negative one especially. 
A most thorough chest study is imperative if 
such a group of symptoms and signs does not 
disappear promptly under adequate therapy. 
When obstruction becomes nearly complete 
air can enter a portion of the lung but can- 
not leave it. Emphysema is now present and 
can be demonstrated by x-ray films, especial- 
ly in expiration. The presence of emphysema, 
as shown by films made in inspiration and 
expiration, is strong presumptive evidence 
of lung carcinoma. Atelectasis rapidly fol- 
lows complete obstruction and everyone is 
familiar with this picture. Unfortunately, 
at this time the probability is that the lesion 
is inoperable. As of now, only about 5 pe! 
cent of lung tumors seen have any chance to 
survive five years, no matter what is done 


for them. 
CHEST STUDY 


A thorough chest study is indicated when- 
ever a collection of the above symptoms and 
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signs has not promptly responded to therapy 
as evidenced by a negative chest roentgeno- 
gram. Thorough study must include a care- 
ful history, physical examination, routine 
laboratory studies, x-ray examination, bron- 
choscopy, bronchography as indicated, and 
body section films in some cases. Sputum ex- 
umination is important, not only to rule out 
bacterial infection, but also to identify neo- 
plastic cells by staining. 

The opportunity for biopsy during bron- 
‘hoscopy is exceedingly important, as a high 
percentage of positive diagnoses is established 
»y a pathologist. Failure to prove malignancy 
by biopsy does not exclude its existence, how- 
aver, because in many instances the second- 
ary characteristics of neoplasm, due to par- 
tial obstruction and infection, mask the 
truth. In most cases bronchoscopy is the 
most important positive examination. 

The x-ray examination is by far the most 
important single weapon because it gives the 
earliest evidence that something is abnormal. 
Detection of a chest abnormality on a film 
in a patient with a chest complaint is the 
most important part of finding early lung 
cancers because it is the first useful evidence 
available. Diagnosis is most often not 
clinched by such a finding, except in ad- 
vanced cases, but chest films do supply an 
effective opening wedge. 


POSITIVE SIGNS 


Bronchogenic carcinoma almost invari- 
ably shows positive x-ray signs if symptoms 
are present — in most instances the roentgen 
signs are present before the onset of respira- 
tory symptoms due to carcinoma. X-ray ex- 
amination for lung tumors must include 
fluoroscopy, films in several positions, inspi- 
ration and expiration, plus the special x-ray 
studies such as bronchography and body 
section radiography. The finding of an en- 
larged root shadow, emphysema or atelecta- 
sis, or a peripheral density demands adequate 
investigation to rule out lung carcinoma. A 
very critical study of chest films is most im- 
portant. 

Non-obstructive lesions are usually peri- 
pheral and usually are observed on films be- 
fore they present symptoms and signs. This 
is a point in favor of routine chest films — 
either miniature or 14 by 17. Metastases are 
always visible on films before they become 
symptomatic. 

Proper evaluation of findings in sus- 
pected lung carcinomas demands teamwork. 
The physician who sees the patient first, the 
radiologist, the pathologist, the broncho- 
scopist and surgeon, all must work together. 
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Each must complement the other. None is 
important to the exclusion of the others. All 
are indispensable. 


ETIOLOGY 


A word about the etiology of primary 
lung carcinoma. It causes about six per cent 
of all cancer deaths. It occurs mostly in the 
fifth and sixth decades of life but has been 
reported in children of ten; ninety five per 
cent is seen in people above 40. It is seen at 
least four times oftener in males than in fe- 
males, and is most frequent in the right lung. 
Some occupations predispose to it: work with 
radioactive material that can be inhaled, 
chromium dust inhalation. It it said to oc- 
cur most often in city-dwellers. Air conta- 
minated by noxious fumes such as arsenic 
and asphalt dust is more prevalent in cities 
than elsewhere. Cigarette smoking has been 
alleged to be a factor in the increase of this 
disease. Some believe that cigarette smoke 
contains small amounts of arsenic. Despite 
the many agents that are suspected to have a 
part in the increase of this disease there is 
little actual evidence that will stand critical 
analysis to support these allegations. The 
cause remains as obscure as ever. 

Primary lung carcinomas are so nearly 
exclusively bronchogenic in origin that for 


practical purposes they may all be so con- 
sidered. Points in the larger bronchi near the 
hila are the sources most commonly seen at 
autopsy. Metastasis to hilar occurs early in 
the disease. 


FIVE TYPES 


Microcospically five types may be found, 
according to Foot: (1) adenocarcinoma, 
which originates in parabronchial or bron- 
chial mucus glands and ducts, (2) epidermoid 
or squamous cell, which begins in the cells 
lining the bronchi, (3) pleomorphic, which 
many consider the most common type, (4) 
undifferentiated, the so called “oat cell” car- 
cinoma, which some think originates in the 
basal layer from “reserve cells”, (5) alveolar- 
celled carcinoma. This site of origin has not 
been definitely established. 

Adrenals, kidneys and spleen are fre- 
quently metastatic areas for pulmonary car- 
cinomas. These organs are not usually in- 
volved by metastatic foci. In addition, they 
extend by blood and lymph streams to the 
liver, bones, brain, etc. No organ is exempt. 


Before 1933, when Evarts A. Graham 
performed a successful pneumonectomy prog- 
nosis for carcinoma of the lung was entirely 
hopeless. Surgery at present is the only hope 
for even 5-year survival, and it must be early 
and thorough to accomplish this. Radiation 
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has no place in the treatment of primary lung 
carcinoma, except as palliation. Survival 
after major lung surgery is as good or better 
than after comparable surgery for carcinoma 
of the stomach. Operative mortality is about 
one per cent in first-class hands. Contraindi- 
cations to surgical extirpation are: metas- 
tases, involvement of the carina or trachea, 
demonstration of malignant cells in pleural 
fluid, the presence of which is really an in- 
dication of poor prognosis. 


SUMMARY 


One must be suspicious of all lung lesions, 
especially those that do not respond to me- 
dical management in a reasonable length of 
time, and evaluate them critically. Those not 
responding to adequate therapy should be 
thorcughly investigated with all possible 
means without delay if the present poor 
prognosis for lung carcinoma is to be im- 
proved. 

If special studies do not reveal the cause 
of a lesion suspected of being a malignancy 
surgical exploration should be done promptly. 
It is just as logical to explore the thorax for 
a suspected malignancy as it is to explore the 
abdomen for the same purpose, a commonly 
accepted practice. And it is just as safe. 
Surgical exploration should be carried out 
much more often that it is now. 
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PEDIATRICS — SULFONAMIDES 


Clinical Observations On A New Sulfonamide 
(Gantrisin) 


Bigler, J. A. & Thomas, O., Am. J. Dis. 
Child. 79:785, 1950 


Gantrisin* was satisfactorily employed in 
treatment of 71 children suffering from 
various infections amenable to sulfonamide 
therapy. The preparation is considered thera- 
peutically equivalent to sulfathiazole, sulfa- 
diazine, and sulfamerazine. Alkalization is 
apparently unnecessary when Gantrisin is 
employed, the investigators having observed 
neither crystalluria nor hematuria in patients 
receiving this compound alone. 
*Hoffmann-LaRoche, Inc. 


Children’s Mem. H. & 
Sprague Mem. Inst. Labs. 





SURGERY 


“Furmethide” Iodide In Acute 
Urinary Retention; 


A Study Of 118 Random Cases Taken From 
The General Surgical Service 


Laughlin, V. C. & Veber, D. G., J. Urol. 
69:918, 1950 


Furmethide Iodide*, a new parasympatho- 
mimetic agent, was administered to 118 
patients with acute postoperative urinary 
retention. Approximately 60 per cent re- 
sponded satisfactorily. Side reactions, such 
as diaphoresis, chills, nausea, and apprehen- 
sion were experienced by 27 patients. Fur- 
methide Iodide should not be employed when 
retention is due to mechanical obstruction. 


*Smith, Kline and French Labs. 


Huron Road Hosp., Cleveland 





MENIERE’S DISEASE 


Meniere’s Syndrome 


Atkinson, M., Arch. Otolaryngol. 
51:312, 1950 


Mosidal* is an effective agent for control 
of vertigo associated with Meniere’s disease 
of gradual onset. Effectiveness of Mosidal 
is enhanced by concurrent administration of 
riboflavin. 


*Abbott Laboratories 
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OVARIAN TUMORS 


By Willard R. Cooke, M.D., Professor Department of Obstetrics and Gynecology, 
University of Texas, Medical Branch, Galveston 


The title assigned to this discussion is 
fortunate, in that it permits discussion of the 
most important group of ovarian tumors— 
nost important because of their extreme 
frequency and because of the enormous num- 
ber of unnecessary operations committed 
through ignorance in regard to them. This 
group comprises the various types of reten- 
tion cysts, which are self-limiting and rarely 
require operation except in cases of doubt or 
of complicating accidents. 


THE CYSTIC TUMORS OF THE OVARY 


In dealing with a group of tumors which 
range from the absolutely benign to the 
viciously malignant without presenting, in 
the early stages, any positive clinically di- 
agnostic characteristics, two essential things 
must be borne constantly in mind. The first 
is a clinically workable classification of these 
tumors, with particular reference to their 
potential for malignancy. The second is a 
grasp of the known statistical data in regard 
to these tumors, tempered by common sense 
and judgement. There are perhaps as many 
classifications of ovarian tumors as there are 
original writers on the subject. Some of these 
classifications, such as the embryogenic, are 
of academic interest only, contributing little 
or nothing to the solution of the dilemmas of 
the clinician. The classification to be pre- 
sented herewith is based upon a correlation 
of histologic characteristics with clinical be- 
havior, and has held up through about thirty 
years of constant application in the Depart- 
ment of Obstetrics and Gynecology of the 
University of Texas. 


(1) Physiologic cysts: polycystic ovary. 
(2) Fibrocystic ovary: 

(a) replacement fibrosis; 

(b) inflammatory fibrosis. 


(3) Retention cysts: 
(a) follicle cyst; 
(b) lutein cyst; 
(c) corpus luteum cyst. 
Heteroplastic cysts: cystic endometriosis. 


(5) Neoplastic cysts — cyst-adenomata: 
(a) serous, simple and papilliferous 
(b) pseudomucinous, simple and papilliferous. 


(6) Teratomatous cysts: dermoid. 


The polycystic ovary represents, ap- 
parently, merely a predominance of cystic 
over obliterative atresia, there being neither 
symptomatology nor impairment of hormon- 
al or reproductive function. Clinically such 
ovaries may present as definitely larger than 
normal, with a mulberry-like surface. In this 


respect they may resemble exactly the lutein 
cystosis engendered by hydatidiform mole or 
chorioma. Operation is not indicated: if dis- 
covered during operation, nothing should be 
done to them. 

In the fibrocystic ovary, which usually 
originates from long-continued congestion 
or inflammation, the cysts are likely to be of 
widely varying sizes and the ovaries less dif- 
fusely enlarged. The cysts themselves are 
follicular, occasionally lutein. Dysfunction or 
pain may exist, the latter requiring operative 
relief through nerve section rather than 
oophorectomy unless the latter is appropriate 
to the age of the patient or to complicating 
pathologic states. There is little convincing 
evidence that such operations as decortica- 
tion, splitting, or transplantation are of de- 
pendable value. The follicle cyst is a well- 
nigh, if not actually, universal phenomenon. 
Since the disappearance of Victorianism has 
permitted the frequent examination of nor- 
mal women, it is difficult to discover a case 
record of any woman so observed over any 
considerable number of years in which there 
is not at least one notation of a clinically ap- 
preciable cyst. Hence, if we were to operate 
for every cyst we would come close to operat- 
ing on every woman. These cysts rather often 
apparently cause (or at least are associated 
with) the clinical and histologic evidences 
of what we still, in spite of our increasing 
confusion in regard to the pathologic phy- 
siology of the human sex-related hormones, 
call hyperestrinism: pelvic hyperemia and 
congestion, suppression of ovulation and its 
sequelae, menorrhagia, metrorrhagia, hypo- 
oligo-amenorrhea, acyclism, hyperplasia of 
endometrium, etc. In such cases the response 
to meliorative treatment is sometimes not as 
prompt or as satisfactory as in simple dys- 
function, age-group for age-group. Never- 
theless, since these cysts are apparently al- 
ways self-limiting, operation should virtually 
never be resorted to solely on the basis of 
hormonal dysfunction. The lutein cyst (a 
follicle cyst with theca luteinization) appar- 
ently presents no specific symptomatoiogy. 
Our chief interest, an academic one, lies in 
the multiple lutein cystosis associated with 
trophoblastic hyperfunction—hydatid mole, 


etc. 
CORPUS LUTEUM CYST 


_ The corpus luteum cyst presents a per- 
sistence and overgrowth of granulosa lutein 
cells. The solid “luteoma” is apparently only 
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a rare and intrinsically similar variant, ex- 
cept in cases of luteinization of a granulosa- 
cell tumor or thecoma. Occasionally these 
tumors are associated with apparent hyper- 
progestinism—suppression of ovulation plus 
maintenance of the secretory phase of the 
endometrium, with occasional evidences of a 
stromal predecidual state. Pain, from intra- 
cystic hemorrhage, is common in such cases; 
and, in the fairly frequent event of rupture, 
clinically evident intraperitoneal hemorrh- 
age usually occurs. The simulation of ectopic 
pregnancy may be exact. The biologic tests 
for pregnancy may aid in differentiating 
such cases from intact ectopic pregnancy 
(very few observations have been made on 
this point). In the cases of rupture, with 
massive hemorrhage, it would be foolish to 
wait upon the results of a biologic test, since 
the essential consideration is the immediate 
control of hemorrhage. 


ENDOMETRIAL CYST 


The endometrial cyst of the ovary, clinic- 
ally, is rarely more than an incident in endo- 
metriosis. When encountered during oper- 
ation it should, of course, be excised with as 
little damage to the ovary as possible. On the 
other hand, if discovered by examination in 
a case of endometriosis, the mere presence of 
the cyst is not an indication for operation. 
In recent years we have become increasingly 
aware that endometriosis is usually a self- 
limiting disease which does not require (ex- 
cept for mechanical reasons like intestinal 
obstruction) the extensive, dangerous, and 
mutilating operations of the past. Appropri- 
ate section of nerves for the relief of pain 
will permit the slow spontaneous recovery 
to take place, with fairly frequent return to 
complete normality. A still more recent de- 
velopment lies in the rather amazing treat- 
ment of this condition by enormous dosages 
of stilbestrol over a period of months, as sug- 
gested by K. J. Karnaky. While this proce- 
dure is still definitely in the early stages of 
evaluation, regression of the masses appar- 
ently always occurs; numerous cases of ap- 
parently complete recovery have been ob- 
served; pregnancy has occurred after cessa- 
tion of treatment in quite a number of cases; 
and, to the present, no recurrences have been 
noted. It should be noted that the “‘chocolate 
cyst” is not pathognomic of endometriosis— 
the dark brown grumous content merely re- 
presents an old intracystic hemorrhage, 
which occurs very often in all types of reten- 
tion cyst. 

The teratoid (dermoid) cysts present a 
curous paradox. By careful search, histologic 
malignancy may be discovered in a sur- 
prisingly high percentage of these tumors: 


SOUTHWESTERN MEDICINE 


AUGUST, 195 


yet invasion or metastasis is apparently nil. 
For this reason such cysts may be excised 
without removal of the ovary in cases where 
preservation of the ovary is essential. Nei- 
ther is it necessary, in spite of the frequency 
of bilateral occurrence, to remove the op- 
posite ovary as a prophylactic measure ex- 
cept in cases in which the preservation of 
ovarian function is necessary. 


NEOPLASTIC CYSTS 


An extended discussion of the character- 
istics of the true neoplastic cysts (cystade- 
nomata) is scarcely warranted, except to call 
attention to certain important features which 
are very commonly overlooked. Either the 
serous or the pseudomucinous type may be 
simple or papillary, papillary proliferation 
being quite common and significant in the 
serous type and relatively rare and unim- 
portant in the pseudomucinous type. In the 
papillary serous type ultimate development 
into a peculiar semimalignant status is al- 
most or actually universal. The glandular 
epithelial cells, which are cf a primitive and 
poorly differentiated type, develop a marked 
capacity for invasion and destruction of the 
wall of the cyst, and, after implantation upon 
the peritoneum, of the underlying organs and 
tissues. Metastasis however, is a definite 
curiosity, and the cytology of the neoplasm 
remains adenomatous rather than carcino- 
matous. The lesion often displays a very 
high initial temporary radicsensitivity, tu- 
mor masses of a diameter of 20 cm. melting 
away after x-ray therapy to the point of ap- 
parent clinical cure; yet recurrence is al- 
most universal, each successive recurrence 
showing a high degree of radioresistance, 
until death ensues. In the pseudomucinous 
cyst rupture of the cyst is of rarer occur- 
rence, and to this extent peritoneal implants 
are less frequently encountered. The pseudo- 
mucinous implant has a very low invasive 
capacity, is apparently wholly radioresistant, 
and may, especially in old women, disappear 
spontaneously, after removal of the main 
masses. For these reasons, extensive resec- 
tion of abdominal viscera, except for the re- 
lief of actual intestinal obstruction, is un- 
warranted. 


SERIOUS DILEMMA 


The question of whether to operate or not 
in a given case of ovarian cyst constitutes a 
very serious dilemma, concerning which 
there has been a vast range of opinion. It 
must be borne in mind, on the one hand, that 
some of the cysts of the ovary represent 
merely aberrations of physiology, are in 
themselves harmless, and are self-limiting: 





AUGUST, 195) 


requiring operation only for the relief of 
symptoms arising from such accidents as 
hemorrhage or tension. On the other hand, 
it must be remembered that it is impossible, 
in most instances, to differentiate clinically 
between the harmless retention cysts, the 
‘ysts which are not in themselves dangerous 
ut require removal, and the cysts which are 
votentially or already actually malignant or 
semimalignant. The only way in which a 
lecision can be made in regard to a basic 
olicy in regard to ovarian cysts lies (1) in 
1 study of statistics derived from careful 
yathologic and adequately conducted follow- 
ip studies; and (2) in determining the com- 
parative risks of operation and of the de- 
velopment of malignancy during a sufficient 
period of observation. A number of years 
ago we undertook such studies upon 839 cur- 
rent and accumulated cysts, 193 of which 
were removed primarily because of the diag- 
nosis of cyst, 646 incidentally to operations 
for other lesions (fibromyoma, adnexitis, 
etc). The findings were as follows: 


less |lLess 
than j|than /than 

5 725 10 10 
cm. Cl. cm. Clie 


Retention———_—_—_—__—- 


(Histologically) 


OVARIAN CYSTS IN PRIVATE PRACTICE FOLLOWED TO 
RECOVERY, OR DEATH FROM MALIGNANCY 

Total cases diagnosed 
Immediate operation 
Operation after a period of observation: 

Growth to size over 10 cm. 

Development of bilateral cysts 

Duration more than 6 months 


Hemorrhage 
Total operated on 
Total not operated on 
Malignancy 
Immediate operation group 
Deferred operation group 
Nonoperative group 


From these observations it was concluded 
that the mortality risk of operation in large 
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numbers of cases would probably exceed the 
mortality risk from the development of in- 
curable malignancy in cysts under 7.5 cm. 
kept under adequate observation, and that 
such cysts should not be operated upon ex- 
cept for definite indications. These we have 
summarized as follows: 


(1) Diameter over 7.5 cm. 
(2) Rapid-growth-(more-than-5-cm.-per-month). 
Bilateral cysts of which one is more than 5 cm. 
in diameter. 
Duration of more than six months under frequent 
observation. 
(5) Disabiing pain. 
Torsion. 
(7) Hemorrhage, uterine or intraperitoneal, in serious 
amounts. 
(8) Infection. 
(9) Occurring 3 years or more after true climacteric 
menopause. 


Since 1937, when the figures cited were 
compiled, the observations and conclusions 
of the initial study have been continuously 
confirmed, adding possibly 50 per cent to the 
total amount of material. An additional ob- 
servation is that cysts occurring after the true 
climacteric should be removed—no selflimit- 
ing cyst has been observed later than three 
years after the true climacteric menopause. 
This principle does not apply to cysts oc- 
curring in association with functional amen- 
orrhea in the late thirties and early forties, 
when retention cysts are very common and 
are possibly a factor in the symptomatology. 

Judgment should be exercised in regard 
to operation for accidents to cysts. Torsion 
is much more common than we formerly sus- 
pected. Operation is not indicated in the 
initial instance of temporary torsion with in- 
complete circulatory occlusion. Upon the 
second or third attack, however, operative 
fixation of the ovary in such a way as to pre- 
vent recurrence of torsion should be done, 
since sooner or later complete vascular oc- 
clusion and gangrene is likely to occur in 
such cases. The classic complete torsion, pre- 
senting ovarian pain, shock, vomiting, and 
ileus, of course requires prompt operation if 
the ovary is to be saved. The same principles 
apply to thrombosis. 

Intracystic hemorrhage is very common, 
causing only ovarian pain. Since ultimate 
absorption of both cyst and blood usually oc- 
currs, operation is not indicated except for 
intolerable pain, or unduly prolonged lesser 
pain. 


THE SOLID TUMORS OF THE OVARY 
These tumors may be classified, from the 
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standpoint of clinical diagnosis as follows: 


EARLY DIFFERENTIAL CLINICAL DIAGNOSIS 
POSSIBLE IN SOME CASES: 


Fibroma (youth, associated hydrothorax). 
Solid teratoma (x-ray evidence of bone). 
Granulosa-cell tumor and congeners (hyperestrinism — 
occasional conversion to luteoma. Beware of making this 
diagnosis in a patient who has been taking estrogens.) 

(4) Arrhenoblastoma (defeminization-mascu‘inization-high titer 
of excreted ketosteroids). 

(5) Luteoma (hyperprogestinism). 

(6) Krukenberg and other metastatic tumors (primary tumor 
identified). 

(7) Adrenocortical tumor (masculinization). 

(8) Chorioma (high gonadotropic titer, usually secondary). 


DIFFERENTIAL DIAGNOSIS POSSIBLE ONLY UPON 
MICROSCOPIC STUDY: 

Solid primary carcinoma (ail verieties possible). 
Sarcoma (all varieties possible). 
Disgerminoma (frequently in adolescents or children and 
associated with developmental sexual anomalies, especially 
varying degrees of true or pseudo-hermaphroditism). 

(4) Brenner-cell tumor. (Not malignant — cystic areas may 
show apparent metaplasia to pseudomyxoma). 

(5) Endothelioma (total regression possible, especialiy after re- 
moval of major cell masses). 

(6) Thecoma. 

(7) Struma. 

(8) Mesonephroma (more often extra-ovarian). 


Most of the tumors of the second group 
and many of the first group are not suspected 
while in the curable stage, except upon dis- 


covery during routine examination or the 
study of coincidental pelvic or abdominal 


disease. Hence, from the clinical point of 
view, an extended discussion of the second 
group is unwarranted. The importance of 
annual pelvic examination and of the prompt 
removal of any solid tumor of the ovary must 
constantly be borne in mind. A dilemma not 
infrequently arises through the difficulty of 
differential diagnosis between a solid tumor 
and a thick-walled cyst (usually dermoid) or 
a very tense cyst (usually from intracystic 
hemorrhage). In such cases of doubt it is 
probably safest to operate. 


Finally, in a discussion of ovarian ma- 
lignant neoplasia, it is appropriate to men- 
tion the hormonogenic neoplasms of the 
adrenal cortex and of the anterior pituitary, 
since many of these cases are considered as 
gynecologic because of hypo-oligo-amenor- 
rhea, defeminization and masculinization, 
hirsutism, and obesity. Extended discussion 
is impossible here: our own diagnostic obser- 
vations and conclusions may be appended in 
as condensed a form as possible. Adiposis 
dolorosa is characterized by distribution of 
the fat in painful lumps. Pituitary baso- 
philism should be suspected when the fat is 
facial and anterior, with unaffected legs and 
thighs and shrunken buttocks, coupled with 
severe and progressive asthenia. 
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RARE TYPE 


The rare neoplastic type of adiposo- 
genitalism resembles the very common 
simple hypothalamic-pituitary deficiency 
plus persistent central headache and/or re- 
tinal changes. 

The chromophobic neoplasm of the pitui- 
tary area should be suspected in cases of 
marked and progressive asthenia, coupled 
with early retinal changes and neurologic 
symptoms, variable types and degrees of 
obesity, and late or absent menstrual dis- 
turbances. 

Addison’s disease is usually obvious in the 
patient who presents herself primarily for 
menstrual disturbances. 

Variable degrees of defeminization-mas- 
culinization, more often manifested by lo- 
calized hypertrophies with oligo-hypo-amen- 
orrhea and a typical obesity than by a gen- 
eralized reversal of sex-characteristics, sug- 
gests adrenocortical hyperfunction, hyper- 
plasia, adenoma or carcinoma. Persistent 
absence of an ovarian tumor makes the diag- 
nosis more probable. A number of rare dis- 
eases of this type (relative or absolute hypo- 
pituitarism, craniopharyngioma, Lawrence- 
Moon-Bied] disease, etc.) do not warrant dis- 
cussion here. 





ACTH — POLIOMYELITIS 


Use Of Pituitary Adrenocorticotropic 
Hormone 


(ACTH) In Poliomyelitis 
Coriell, L. L., et al., J.A.M.A. 142:1279, 1950 


On the assumption that the progress of 
poliomyelitis might be retarded by accelerat- 
ing body defense mechanisms, the authors 
administered ACTH to 35 polio patients, 
therapy being instituted early in the course 
of the disease. It seems evident that treat- 
ment with ACTH failed, in every case, to 
alter the course of poliomyelitis. 





ULCERATIVE COLITIS 


Treatment Of Ulcerative Colitis With A 
Fractional Component Of Hog 
Stomach Extract 


Ehrlich, R., Am. J. Digest. Dis. 17:1, 1950 


The majority of patients with idiopathic 
ulcerative colitis responded to treatment with 
a fractional component of desiccated hog 
stomach extract. This study substantiates 
the proteolytic concept of the pathogenesis 
of ulcerative colitis. 








